Authors found that the odds of becoming frail by 2008 were significantly higher for participants who were living below MIHL65 in 2002, both on Fried's phenotype criteria and on Rockwood's index. Results did not change after adjustments for age and gender for both instruments used. Compared with those whose income during 2002-2006 was always above MIHL65, the odds of having developed frailty by 2008 for those below MIHL65 were two to three times higher, with a tendency for the odds ratios to increase in line with the length of time spent below the MIHL65. These associations remained after adjustment for age and gender on Rockwood's index, but not Fried's phenotype. The results presented indicate that frailty at older ages is accelerated by not having sufficient income to lead a healthy life. The study is well conducted and, in my opinion, has novelty, significance, and it is reproducible. In addition, it helps to fill an important gap related to the effects of economic and social conditions on frailty. It leans somehow over how social and economics circumstances can impact healthy life and demonstrated that frailty at older age can be accelerated with the lacking of sufficient incomes to conduct a healthy life. I have some points to consider: 1) In the abstract authors mention: "Compared with those whose income during 2002-2006 was always having developed frailty by 2008 for those below MIHL65 were two-to three times higher, with a tendency for the odds ratios to increase in line with the length of time spent below the MIHL65." Please clarify to which values authors are referring to. 2) What was the estimated effect size used for the power analysis? 2 3) Tables must be easy to read, independently on the text. In this sense, please specify at the legend or using footnotes the meanings of MIHL, OR, LCI and UCI used in tables 2 and 3; 4) In page 6 (line 218), replace "blow" with "below"; 5) The discussion section is quite small. Did authors find other similar works in the literature? If not, it would be interesting to mention the lack of studies in the field, which helps to demonstrate the importance of this work. 6) Some discussion comparing socially vulnerable populations can also be added. There are some studies demonstrating a correlation between frailty and social vulnerability, Populations that have worse vulnerability indexes have higher frailty conditions. This is at least partially related to the purpose of the investigation presented and would reinforce its importance. 
3) Tables must be easy to read, independently on the text. In this sense, please specify at the legend or using footnotes the meanings of MIHL, OR, LCI and UCI used in tables 2 and 3; 4) In page 6 (line 218), replace "blow" with "below"; 5) The discussion section is quite small. Did authors find other similar works in the literature? If not, it would be interesting to mention the lack of studies in the field, which helps to demonstrate the importance of this work. 6) Some discussion comparing socially vulnerable populations can also be added. There are some studies demonstrating a correlation between frailty and social vulnerability, Populations that have worse vulnerability indexes have higher frailty conditions. This is at least partially related to the purpose of the investigation presented and would reinforce its importance. 
GENERAL COMMENTS
Overall comments This is an interesting paper on an important topic. However, changes are needed, mainly regarding explanation and wording.
The wording of the paper should be revised and the paper could improve in readability. Some sentences are very long and some information provided distracts from the main messages such as "a half-century of medical research worldwide since the end of World War II". Some wording might not be suitable for a wider (international) audience such as "bequeathed". Reporting is sometimes not scientific such as "only the Rockwood scores survived adjustment for age and gender". In both introduction and discussion, other current studies/evidence in this field are not presented.
Introduction
For the most part the introduction discusses a theoretical framework; the development of an instrument. Information is missing on the problem this study addresses and why it is important and/or novel. I suggest starting the introduction off with this and then moving on to the theoretical framework.
The first two sentences are 4 and 5 lines long, which makes them hard to read. Please adapt to make it more readable.
Line 102: a Rockwood frailty Index does not always include 60 items and can be developed when at least 30 items are available. Please adapt this.
Methods
Line 120-126: It is unclear how many participants were in ELSA wave 1 and how many were excluded because of age and illness. It is also unclear which illnesses were assessed and how these were assessed. This information should be provided.
Line 123: Around half of the sample does not provide data at wave 4. Which "data" do the authors refer to as they later describe excluding participants with missing data on income and frailty?
Line 126: details on age/gender of the population included should be in the results section.
Please perform and report a non-response analysis, comparing included and excluded participants on important demographics and health outcomes.
Measures
Please include all component parts of the MIHL65, even though this is mentioned in the supplementary file, it is of benefit to mention it here for readers who are unfamiliar with this instrument.
It is important for the reader to know which health domains (e.g. function, co-morbidity, cognition) were included in the Rockwood Index as to understand differences in results between Fried and Rockwood instruments.
Line 158: a reference is missing for the cut-off score 0.2.
Analysis
Why did the authors not adjust for more relevant covariates, such as living situation (alone/not alone) or life style? And why did the authors not adjust for baseline frailty?
Results
The way of reporting the results is somewhat odd. For example line 203-204: "After adjustment for age and gender, the 95% confidence intervals around all these estimates included the value One, with two exceptions". Text could do with a bit more interpretation. So in this example reporting that the associations were no longer significant. Table 2 . I would prefer adding an extra column rather than reporting it in a footnote as is done in Table 3 .
Discussion
The discussion is now very limited and should be adapted. The results should be more extensively discussed in the light of other, current literature. Few references are provided and few of them are recent (within the 5 past years).
The authors do not provide sufficient reasons to explain why the accumulation model was not significant after adjusting for age and gender. They say this might be due to low statistical power, however they tested this and found this was not the case.
Line 240: it is difficult for the reader to follow what the authors refer to, one has to go back to read the study questions.
The generalizability of the results should be discussed, taking into account the high attrition of the sample.
REVIEWER
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Tel Aviv University, Israel REVIEW RETURNED 06-Aug-2018 This means that a reverse causation (frailty causes reduced SES) cannot be ruled out.
GENERAL COMMENTS
·
In the "accumulation model" (Table 3 and text), a p-for-trend seems more informative than individual assessments of statistical significance. Thank you, we have included point estimates and confidence intervals to clarify the values being referred to.
2) What was the estimated effect size used for the power analysis?
Thank you for your question. As this study is based on secondary analysis of existing data. A power analysis was not undertaken. Sample size is determined by the sampling frame used for ELSA data collection and power wastherefore determined by the available data.
3) Tables must be easy to read, independently on the text. In this sense, please specify at the legend or using footnotes the meanings of MIHL, OR, LCI and UCI used in tables 2 and 3.
Thank you, we have added footnotes to tables 2 and 3 for clarity.
4) In page 6 (line 218), replace "blow" with "below".
Thank you, this has been revised.
5) The discussion section is quite small. Did authors find other similar works in the literature? If not, it would be interesting to mention the lack of studies in the field, which helps to demonstrate the importance of this work.
Thank you for this comment. We have made substantial revisions to the discussion section to include discussion of wider related literature and inclusion of further references. Aging. 2017; 6(1):29-32. doi: 10.14283/jfa.2016.116; b. BMC Geriatr. 2016 Aug 9; 16:151. doi: 10.1186/s12877-016-0322-2; c. J Aging Health. 2016 Jun; 28(4):740-52. doi: 10.1177/0898264315609909; d. Age Ageing. 2015 Jul; 44(4):709-12. doi: 10.1093/ageing/afv016 Thank you for this comment and the recommended references. We have made substantial additions to the discussion section and have included several further references. Thank you for your comments. We have made substantial edits throughout the manuscript to improve the accessibility and accuracy of the writing, including revisions to these specific sentences. We have also made substantial revisions to the introduction and discussion sections to include discussion of wider related literature.
Overall comments
Title: does not indicate that the study is among older persons. Please include this.
Thank you, we have revised the title accordingly.
Abstract: the conclusions do not fit the results.
Thank you, we have revised this section for accuracy, using 'associated with' rather than 'accelerated by'.
Strengths/Limitations: 4th bullet point is not a strength/limitation but rather a recommendation.
Thank you, we have revised this bullet point to relate to study methods. 
Introduction
Line 123: Around half of the sample does not provide data at wave 4. Which "data" do the authors refer to as they later describe excluding participants with missing data on income and frailty?
Thank you, we have described the difference between the ELSA main stage and nurse visit datasets in lines 143-144 to clarify the availability of data on frailty at wave 4.
Line 126: details on age/gender of the population included should be in the results section.
Thank you, we have included these details in line 201.
Please perform and report a non-response analysis, comparing included and excluded participants on important demographics and health outcomes.
Thank you. We have performed a non-response analysis, reported this in supplementary material and discussed missing data in lines 299-305.
Measures Please include all component parts of the MIHL65, even though this is mentioned in the supplementary file, it is of benefit to mention it here for readers who are unfamiliar with this instrument.
Thank you, this information has been added in lines 96-98 and 151-152.
It is important for the reader to know which health domains (e.g. function, co-morbidity, cognition) were included in the Rockwood Index as to understand differences in results between Fried and Rockwood instruments.
Thank you, we have included full information on the deficits included in the Rockwood index as supplementary material.
Line 158: a reference is missing for the cut-off score 0.2.
Thank you, we have added the relevant reference.
Analysis Why did the authors not adjust for more relevant covariates, such as living situation (alone/not alone) or life style? And why did the authors not adjust for baseline frailty?
Thank you for this comment. We have considered this comment and the suitability of covariates to include in the models. The calculation of MIHL separately for individuals and couples accounts for living situation to a large extent, therefore in the interests of parsimony we have chosen not to adjust models further for living situation. Lifestyle has not been considered as a covariate because we do not believe that lifestyle will have a significant impact on whether or not participants meet the criteria for MIHL65. The income of participants, especially those below the MIHL65 threshold, will be made up entirely or almost entirely of pension income. Lifestyle is very likely to be on the causal pathway between MIHL65 and frailty and therefore should not be considered as a confounder in the relationship (Reference 30 in the manuscript). Lifestyle and expenditure on lifestyle may mediate the relationship between MIHL65 and frailty. However, ELSA does not include sufficient information on lifestyle and expenditure to test this hypothesis. We have included discussionf these issues and a suggestion for future research in lines 324-329 of the discussion.
Results
The way of reporting the results is somewhat odd. For example line 203-204: "After adjustment for age and gender, the 95% confidence intervals around all these estimates included the value One, with two exceptions". Text could do with a bit more interpretation. So in this example reporting that the associations were no longer significant.
Thank you, we have edited the text of the results section to improve clarity and interpretability. -Abbreviations should be explained in a footnote.
Thank you, we have included abbreviations as footnotes to tables.
-I do not understand why missings are reported while in the population for analysis you mentioned you perform a complete case analysis.
Thank you for this comment. We have now reported only complete cases in Table 1 . To be consistent with STROBE guidelines we have reported levels of missing data on each variable alongside a non-response analysis in the supplementary material.
-Frailty should also be reported for wave 1-3 and MIHL and poverty for wave 4.
Thank you for this comment. Frailty phenotype data for this subset of respondents is only available at wave 4. This is because calculation of the frailty phenotype requires nurse visit data (collected on a subset of participants at alternate waves). Calculation of data for the weight loss phenotype criterion require complete data at two consecutive nurse visit waves. We believe that as we have not conducted a time varying analysis, it is most appropriate to restrict the data presented in Table 1 to the data used in our analyses.
Line 216-220: All results should be presented in a table or supplement
Thank you, we have provided these results (poverty models) as supplementary material. Table 2 . I would prefer adding an extra column rather than reporting it in a footnote as is done in Table 3 .
Sample size per category is not reported in
Thank you, we have reported sample size per category as extra columns in Tables 2 and 3 .
Discussion The discussion is now very limited and should be adapted. The results should be more extensively discussed in the light of other, current literature. Few references are provided and few of them are recent (within the 5 past years).
Thank you, we have made substantial revisions to the discussion to include discussion of recent related literature.
Thank you, we have provided further discussion of the accumulated model in lines 302-313.
Line 240: it is difficult for the reader to follow what the authors refer to, one has to go back to read the study questions.
Thank you we have re-worded this section for clarity in lines 275-285
Thank you, we have included discussion of generalisability and attrition in lines 299-311. (e.g., Hoogendijk et al. Gerontology 2018; 64:157-164 PubMed ; Gerber et al. International Journal of Cardiology 2014; 170:338-343; Fried e al. J Epidemiol Community Health 2010; 64:63-67 PubMed ) .
Thank you, we have made substantial revisions to the introduction to include wider related literature and the addition of suggested references. Thank you, we have also made substantial revisions to the discussion section to include further reflection on limitations, including possible selection bias, cohort effect and age effect (lines 299 -311).
b. I would recommend adding a possible explanation for the finding that the highest percent of poor MIHL was found in 2002 and had decreased afterwards.
Thank you, we have included lines 288-296 in the discussion to suggest that the changes in proportions of respondents who are MIHL65 poor will be influenced by the differences in income changes and changes in inflation rates for components of MIHL65. Thank you, we have revised this line in the abstract and we have clarified the distinction between prevalent and incident frailty throughout (frailty in 2008, rather than by 2008). We have discussed reverse causality in lines 330-335.
• In the "accumulation model" (Table 3 and text), a p-for-trend seems more informative than individual assessments of statistical significance.
Thank you, we have included p-values for tests for trend in Table 3 and reported / discussed these in the results and discussion sections.
• Table 2 : there cannot be a p-value of 0.
Thank you, we have revised these figures accordingly.
• Measures (p. 4) Thank you for this comment. We have clarified in line 188 that adjustment for age was made using a binary variable representing age groups (65-74 vs 75+) as this is consistent with previous ELSA literature (e.g. Shankar A,McMunn A, Steptoe A. Health-related behaviours in older adults: relationships with socioeconomic status. American journal of preventive medicine. 2010 Jan 1;38(1):39-46.). We did not study non-linear age associations as this is uncommon in studies such as ours including only adults within the highest age ranges.
• Table 1 there is no data in the paper regarding the degree of agreement between the two methods that measure frailty. Did the two methods classify the same subjects as frail / non-frail? Some measure of agreement would be informative.
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